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Many people with serious mental illness
are challenged doubly. On one hand, they
struggle with the symptoms and disabilities
that result from the disease. On the other,
they are challenged by the stereotypes and
prejudice that result from misconceptions
about mental illness. As a result of both,
people with mental illness are robbed of the
opportunities that define a quality life:
good jobs, safe housing, satisfactory health
care, and affiliation with a diverse group of
people. Although research has gone far to
understand the impact of the disease, it has
only recently begun to explain stigma in
mental illness. Much work yet needs to be
done to fully understand the breadth and
scope of prejudice against people with men-
tal illness. Fortunately, social psychologists
and sociologists have been studying phe-
nomena related to stigma in other minority
groups for several decades. In this paper, we
integrate research specific to mental illness
stigma with the more general body of
research on stereotypes and prejudice to
provide a brief overview of issues in the
area.

The impact of stigma is twofold, as out-
lined in Table 1. Public stigma is the reac-
tion that the general population has to peo-
ple with mental illness. Self-stigma is the

prejudice which people with mental illness

turn against themselves. Both public and
self-stigma may be understood in terms of
three components: stereotypes, prejudice,
and discrimination. Social psychologists view
stereotypes as especially efficient, social
knowledge structures that are learned by
most members of a social group (1-3).
Stereotypes are considered “social” because
they represent collectively agreed upon
notions of groups of persons. They are “effi-
cient” because people can quickly generate
impressions and expectations of individuals
who belong to a stereotyped group (4).

The fact that most people have knowl-
edge of a set of stereotypes does not imply
that they agree with them (5). For example,
many persons can recall stereotypes about
different racial groups but do not agree that
the stereotypes are valid. People who are
prejudiced, on the other hand, endorse
these negative stereotypes (“That’s right; all
persons with mental illness are violent!”)
and generate negative emotional reactions
as a result (“They all scare me!”) (1,3,6). In
contrast to stereotypes, which are beliefs,
prejudicial attitudes involve an evaluative
(7,8).

Prejudice also yields emotional responses

(generally negative) component
(e.g., anger or fear) to stigmatized groups.
Prejudice, which is fundamentally a cog-

nitive and affective response, leads to dis-

Table 1 Comparing and contrasting the definitions of public stigma and self-stigma

Public stigma
Stereotype
Prejudice
Discrimination
tunities, withhold help)

Negative belief about a group (e.g., dangerousness, incompetence, character weakness)
Agreement with belief and/or negative emotional reaction (e.g., anger, fear)

Behavior response to prejudice (e.g., avoidance, withhold employment and housing oppor-

Self-stigma

Stereotype Negative belief about the self (e.g., character weakness, incompetence)

Prejudice Agreement with belief, negative emotional reaction (e.g., low self-esteem, low self-efficacy)
Discrimination Behavior response to prejudice (e.g., fails to pursue work and housing opportunities)
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crimination, the behavioral reaction (9).
Prejudice that yields anger can lead to hos-
tile behavior (e.g., physically harming a
minority group) (10). In terms of mental ill-
ness, angry prejudice may lead to withhold-
ing help or replacing health care with serv-
ices provided by the criminal justice system
(11). Fear leads to avoidance; e.g., employ-
ers do not want persons with mental illness
nearby so they do not hire them (12).
Alternatively, prejudice turned inward leads
to self-discrimination. Research suggests
self-stigma and fear of rejection by others
lead many persons to not pursuing life
opportunities for themselves (13,14). The
remainder of this paper further develops
examples of public and self-stigma. In the
process, we summarize research on ways of
changing the impact of public and self-stig-

ma.

PUBLIC STIGMA

Stigmas about mental illness seem to be
widely endorsed by the general public in the
Western world. Studies suggest that the
majority of citizens in the United States
(13,15-17) and many Western European
nations (18-21) have stigmatizing attitudes
about mental illness. Furthermore, stigma-
tizing views about mental illness are not lim-
ited to uninformed members of the general
public; even well-trained professionals from
most mental health disciplines subscribe to
stereotypes about mental illness (22-25).

Stigma seems to be less evident in Asian
and African countries (26), though it is
unclear whether this finding represents a
cultural sphere that does not promote stig-
ma or a dearth of research in these societies.
The available research indicates that, while
attitudes toward mental illness vary among

non-Western cultures (26,27), the stigma of
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mental illness may be less severe than in
Western cultures. Fabrega (26) suggests that
the lack of differentiation between psychi-
atric and non-psychiatric illness in the three
great non-Western medical traditions is an
important factor. While the potential for
stigmatization of psychiatric illness certainly
exists in non-Western cultures, it seems to
primarily attach to the more chronic forms
of illness that fail to respond to traditional
treatments. Notably, stigma seems almost
nonexistent in Islamic societies (26-28).
Cross-cultural examinations of the concepts,
experiences, and responses to mental illness
are clearly needed.

Several themes describe misconceptions
about mental illness and corresponding stig-
matizing attitudes. Media analyses of film
and print have identified three: people with
mental illness are homicidal maniacs who
need to be feared; they have childlike per-
ceptions of the world that should be mar-
veled; or they are responsible for their illness
because they have weak character (29-32).
Results of two independent factor analyses of
the survey responses of more than 2000
English and American citizens parallel these
findings (19,33):

a) fear and exclusion: persons with severe
mental illness should be feared and, there-
fore, be kept out of most communities;

b) authoritarianism: persons with severe
mental illness are irresponsible, so life deci-
sions should be made by others;

c) benevolence: persons with severe mental
illness are childlike and need to be cared for.

Although stigmatizing attitudes are not
limited to mental illness, the public seems to
disapprove persons with psychiatric disabili-
ties significantly more than persons with
related conditions such as physical illness
(34-36). Severe mental illness has been
likened to drug addiction, prostitution, and
criminality (37,38). Unlike physical disabili-
ties, persons with mental illness are per-
ceived by the public to be in control of their
disabilities and responsible for causing
(34,36).

respondents are less likely to pity persons

them Furthermore, research
with mental illness, instead reacting to psy-
chiatric disability with anger and believing

that help is not deserved (35,36,39).

The behavioral impact (or discrimina-
tion) that results from public stigma may
take four forms: withholding help, avoid-
ance, coercive treatment, and segregated
institutions. Previous studies have shown
that the public will withhold help to some
minority groups because of corresponding
stigma (36,40). A more extreme form of this
behavior is social avoidance, where the pub-
lic strives to not interact with people with
mental illness altogether. The 1996 General
Social Survey (GSS), in which the Mac
Arthur Mental Health Module was adminis-
tered to a probability sample of 1444 adults
in the United States, found that more than a
half of respondents are unwilling to: spend
an evening socializing, work next to, or have
a family member marry a person with men-
tal illness (41). Social avoidance is not just
self-report; it is also a reality. Research has
shown that stigma has a deleterious impact
on obtaining good jobs (13,42-44) and leas-
ing safe housing (45-47).

Discrimination can also appear in public
opinion about how to treat people with men-
tal illness. For example, though recent stud-
ies have been unable to demonstrate the
effectiveness treatment
(48,49), more than 40% of the 1996 GSS
sample agreed that people with schizophre-

of mandatory

nia should be forced into treatment (50).
Additionally, the public endorses segregation
in institutions as the best service for people

with serious psychiatric disorders (19,51).

STRATEGIES FOR CHANGING
PUBLIC STIGMA

Change strategies for public stigma have
been grouped into three approaches:
protest, education, and contact (12). Groups
protest inaccurate and hostile representa-
tions of mental illness as a way to challenge
the stigmas they represent. These efforts
send two messages. To the media: STOP
reporting inaccurate representations of men-
tal illness. To the public: STOP believing neg-
ative views about mental illness. Wahl (32)
believes citizens are encountering far fewer
sanctioned examples of stigma and stereo-
types because of protest efforts. Anecdotal

evidence suggests that protest campaigns

have been effective in getting stigmatizing
images of mental illness withdrawn. There is,
however, little empirical research on the psy-
chological impact of protest campaigns on
stigma and discrimination, suggesting an
important direction for future research.

Protest is a reactive strategy; it attempts to
diminish negative attitudes about mental ill-
ness, but fails to promote more positive atti-
tudes that are supported by facts. Education
provides information so that the public can
make more informed decisions about men-
tal illness. This approach to changing stigma
has been most thoroughly examined by
investigators. Research, for example, has
suggested that persons who evince a better
understanding of mental illness are less like-
ly to endorse stigma and discrimination
(17,19,52). Hence, the strategic provision of
information about mental illness seems to
lessen negative stereotypes. Several studies
have shown that participation in education
programs on mental illness led to improved
attitudes about persons with these problems
(22,53-56). Education programs are effec-
tive for a wide variety of participants, includ-
ing college undergraduates, graduate stu-
dents, adolescents, community residents,
and persons with mental illness.

Stigma is further diminished when mem-
bers of the general public meet persons with
mental illness who are able to hold down jobs
or live as good neighbors in the community.
Research has shown an inverse relationship
between having contact with a person with
mental illness and endorsing psychiatric stig-
ma (54,57). Hence, opportunities for the
public to meet persons with severe mental ill-
ness may discount stigma. Interpersonal con-
tact is further enhanced when the general
public is able to regularly interact with people

with mental illness as peers.

SELF-STIGMA

One might think that people with psychi-
atric disability, living in a society that widely
endorses stigmatizing ideas, will internalize
these ideas and believe that they are less val-
ued because of their psychiatric disorder.
Self-esteem suffers, as does confidence in

one’s future (7,58,59). Given this research,
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models of self-stigma need to account for
the deleterious effects of prejudice on an
individual’s conception of him or herself.
However, research also suggests that, instead
of being diminished by the stigma, many
persons become righteously angry because
of the prejudice that they have experienced
(60-62). This kind of reaction empowers
people to change their roles in the mental
health system, becoming more active partic-
ipants in their treatment plan and often
pushing for improvements in the quality of
services (63).

Low self-esteem versus righteous anger
describes a fundamental paradox in self-stig-
ma (64). Models that explain the experience
of self-stigma need to account for some per-
sons whose sense of self is harmed by social
stigma versus others who are energized by,
and forcefully react to, the injustice. And
there is yet a third group that needs to be
considered in describing the impact of stig-
ma on the self. The sense of self for many
persons with mental illness is neither hurt,
nor energized, by social stigma, instead show-
ing a seeming indifference to it altogether.

We propose a situational model that
explains this paradox, arguing that an indi-
vidual with mental illness may experience
diminished self-esteem/self-efficacy, right-
eous anger, or relative indifference depend-
ing on the parameters of the situation (64).
Important factors that affect a situational
response to stigma include collective repre-
sentations that are primed in that situation,
the person’s perception of the legitimacy of
stigma in the situation, and the person’s iden-
tification with the larger group of individuals
with mental illness. This model has eventual
implications for ways in which persons with
mental illness might cope with self-stigma as
well as identification of policies that promote

environments in which stigma festers.

CONCLUSIONS

Researchers are beginning to apply what
social psychologists have learned about prej-
udice and stereotypes in general to the stig-
ma related to mental illness. We have made
progress in understanding the dimensions

of mental illness stigma, and the processes
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by which public stereotypes are translated
into discriminatory behavior. At the same
time, we are beginning to develop models of
self-stigma, which is a more complex phe-
nomenon than originally assumed. The
models developed thus far need to be tested
on various sub-populations, including differ-
ent ethnic groups and power-holders (legis-
lators, judges, police officers, health care
providers, employers, landlords). We are
also learning about stigma change strategies.
Contact in particular seems to be effective
for changing individual attitudes.
Researchers need to examine whether
changes resulting from anti-stigma interven-
tions are maintained over time.

All of the research discussed in this paper
examines stigma at the individual psycho-
logical level. For the most part, these studies
have ignored the fact that stigma is inherent
in the social structures that make up society.
Stigma is evident in the way laws, social serv-
ices, and the justice system are structured as
well as ways in which resources are allocated.
Research that focuses on the social struc-
tures that maintain stigma and strategies for

changing them is sorely needed.

References

1. Hilton J, von Hippel W. Stereotypes.
Annu Rev Psychol 1996;47:237-71.

2. Judd C, Park B. Definition and assess-
ment of accuracy in stereotypes. Psychol
Rev 1996;100:109-28.

3. Krueger ]J. Personal beliefs and cultural
stereotypes about racial characteristics. J
Pers Soc Psychol 1996; 71:536-48.

4. Hamilton DL, Sherman JW. Stereotypes.
In: Wyer RS Jr, Srull TK (eds). Handbook
of social cognition (2nd ed.). Hillsdale:
Lawrence Erlbaum, 1994:1-68.

5. Jussim L, Nelson TE, Manis M et al.
Prejudice, stereotypes, and labeling
effects: sources of bias in person percep-
tion. J Pers Soc Psychol 1995;68:228-46.

6. Devine PG. Stereotypes and prejudice:
their automatic and controlled compo-
nents. ] Pers Soc Psychol 1989;56:5-18.

7. Allport GW. The nature of prejudice.
New York: Doubleday Anchor Books,
1954/1979.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

. Eagly AH, Chaiken S. The social psy-

Worth:

Harcourt Brace Jovanovich, 1993.

chology of attitudes. Fort

. Crocker J, Major B, Steele C. Social stig-

ma. In: Gilbert D, Fiske ST, Lindzey G
(eds). The handbook of social psycholo-
gy, 4th ed. Vol. 2. New York: McGraw-
Hill, 1998:504-53.

Weiner B. Judgments of responsibility: a
foundation for a theory of social con-
duct. New York: Guilford Press, 1995.
Corrigan PW. Mental health stigma as
social attribution: implications for
research methods and attitude change.
Clin Psychol Sci Pract 2000;7:48-67.
Corrigan PW, Penn DL. Lessons from
social psychology on discrediting psychi-
atric stigma. Am Psychol 1999;54:765-76.
Link BG. Understanding labeling effects
in the area of mental disorders: an
assessment of the effects of expectations
of rejection. Am Sociol Rev 1987;52:96-
112.

Link BG, Struening EL, Rahav M et al.
On stigma and its consequences: evi-
dence from a longitudinal study of men
with dual diagnoses of mental illness and
substance abuse. | Health Soc Behav
1997;38:177-90.

Phelan J, Link B, Stueve A et al. Public
conceptions of mental illness in 1950
and 1996: what is mental illness and is it
to be feared? ] Health Soc Behav
2000;41:188-207.

Rabkin JG. Public attitudes toward men-
tal illness: a review of the literature.
Psychol Bull 1974;10:9-33.

Roman PM, Floyd HH Jr. Social accept-
ance of psychiatric illness and psychi-
atric treatment. Soc Psychiatry 1981;
16:16-21.

Bhugra D. Attitudes toward mental ill-
ness: a review of the literature. Acta
Psychiatr Scand 1989;80:1-12.
Brockington I, Hall P, Levings J et al.
The community’s tolerance of the men-
tally ill. Br ] Psychiatry 1993;162:93-9.
Hamre P, Dahl A, Malt U. Public atti-
tudes to the quality of psychiatric treat-
ment, psychiatric patients, and preva-
lence of mental disorders. Norwegian ]
Psychiatry 1994;4:275-81.

February 2002



21.

22.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34,

Madianos MG, Madianou DG, Vlacho-
nikolis J et al. Attitudes toward mental
illness in the Athens area. Implications
for community mental health interven-
tion. Acta Psychiatr Scand 1987;75:158-
65.

Keane M. Contemporary beliefs about
mental illness among medical students:
implications for education and practice.
Acad Psychiatry 1990;14:172-7.

. Lyons M, Ziviani J. Stereotypes, stigma,

and mental illness: learning from field-
work experiences. Am ] Occup Ther
1995;49:1002-8.

Mirabi M, Weinman ML, Magnetti SM et
al. Professional attitudes toward the
chronic mentally ill. Hosp Commun
Psychiatry 1985;36:404-5.

Scott DJ, Phillip AE. Attitudes of psychi-
atric nurses and patients. Br ] Med
Psychol 1985;58:169-73.

Fabrega H. Psychiatric stigma in non-
Western societies. Compr Psychiatry
1991;32:534-51.

Ng CH. The stigma of mental illness in
Asian cultures. Aust N Zeal J Psychiatry
1996;31:382-90.

Dols MW. Insanity and its treatment in
Islamic society. Med History 1987;31:1-
14.

Gabbard GO, Gabbard K. Cinematic
stereotypes contributing to the stigmati-
zation of psychiatrists. In: Fink PJ,
Tasman A (eds). Stigma and mental ill-
ness. Washington: American Psychiatric
Press, 1992:113-26.

Hyler SE, Gabbard GO, Schneider I.
Homicidal maniacs and narcissistic para-
sites. Stigmatization of mentally ill per-
sons in the movies. Hosp Commun
Psychiatry 1991;42:1044-8.

Mayer A, Barry DD. Working with the
media to destigmatize mental illness.
Hosp Commun Psychiatry 1992; 43:77-8.
Wahl OF. Media madness: public images
of mental illness. New Brunswick:
Rutgers University Press, 1995.

Taylor SM, Dear MJ. Scaling community
the mentally ill.
Schizophr Bull 1980;7:225-40.

Corrigan PW, River LP, Lundin RK et al.

Stigmatizing attributions about mental

attitudes toward

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

illness. ] Commun Psychol 2000;28:91-
103.

Socall DW, Holtgraves T. Attitudes
toward the mentally ill: the effects of
label and beliefs. Sociol Quart 1992;
33:435-45.

Weiner B, Perry RP, Magnusson J. An
attributional analysis of reactions to stig-
mas. | Pers Soc Psychol 1988;55:738-48.
Albrecht G, Walker V, Levy J. Social dis-
tance from the stigmatized: a test of two
theories. Soc Sci Med 1982;16:1319-27.
Skinner LJ, Berry KK, Griffith SE et al.
Generalizability and specificity of the
stigma associated with the mental illness
label: a reconsideration twenty-five years
later. ] Commun Psychol 1995;23:3-17.
Corrigan PW, Rowan D, Green A et al.
Challenging two mental illness stigmas:
personal responsibility and dangerous-
ness. Submitted for publication.

Piliavin IM, Rodin J, Piliavin JA. Good
Samaritanism: an underground phe-
nomenon? | Pers Soc Psychol 1969;
13:289-99.

Martin JK, Pescosolido BA, Tuch SA. Of
fear and loathing: the role of ‘disturbing
behavior’, labels, and causal attributions
in shaping public attitudes toward peo-
ple with mental illness. ] Health Soc
Behav 2000;41:208-23.

Bordieri J, Drehmer D. Hiring decisions
for disabled workers: looking at the
cause. J Appl Soc Psychol 1986;16:197-
208.

Link BG. Mental patient status, work,
and income: an examination of the
effects of a psychiatric label. Am Sociol
Rev 1982;47:202-15.

Wahl OF. Mental health consumers’
experience of stigma. Schizophr Bull
1999;25:467-78.

Page S. Psychiatric stigma: two studies of
behavior when the chips are down. Can
J Commun Ment Health 1983;2:13-9.
Page S. Effects of the mental illness label
in 1993: acceptance and rejection in the
community. | Health Soc Policy 1995;
7:61-8.

Segal S, J, Moyles E.
Neighborhood types and community

Baumohl

reaction to the mentally ill: a paradox of

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

intensity. | Health Soc Behav 1980;
21:345-59.

Steadman HJ, Gounis K, Dennis D et al.
Assessing the New York City involuntary
outpatient commitment pilot program.
Psychiatr Serv 2001;52:330-6.

Swartz MS, Swanson JW, Hiday VA et al.
A randomized controlled trial of outpa-
tient commitment in North Carolina.
Psychiatr Serv 2001;52:325-9.
Pescosolido B, Monahan |, Link B et al.
The public’s view of the competence,
dangerousness, and need for legal coer-
cion of persons with mental health prob-
lems. Am ] Public Health 1999;89:1339-
45.

Farina A, Fisher J, Fischer E. Societal fac-
tors in the problems faced by deinstitu-
tionalized psychiatric In:

Fink P, Tasman A (eds). Stigma and

patients.

mental illness. Washington: American
Psychiatric Press, 1992:167-84.

Link BG, Cullen FT. Contact with the
mentally ill and perceptions of how dan-
gerous they are. ] Health Soc Behav
1986;27:289-302.

Corrigan PW, River LP, Lundin RK et al.
Three strategies for changing attribu-
tions about severe mental illness.
Schizophr Bull 2001;27:187-95.

Holmes E, Corrigan P, Williams P et al.
Changing attitudes about schizophrenia.
Schizophr Bull 1999;25:447-56.
Morrison JK, Cocozza [J, Vanderwyst D.
An attempt to change the negative, stig-
matizing image of mental patients
through brief reeducation. Psychol Rep
1980;47:334.

Penn D, Guynan K, Daily T et al
Dispelling the stigma of schizophrenia:
what sort of information is best?
Schizophr Bull 1994;20:567-78.
Corrigan PW, Edwards A, Green A et al.
Prejudice, social distance, and familiari-
ty with mental illness. Schizophr Bull
2001;27:219-25.

Holmes PE, River LP. Individual strate-
gies for coping with the stigma of severe
mental illness.
1998;5:231-9.
Jones EE, Farina A, Hastorf AH et al.

Social stigma: the psychology of marked

Cogn Behav Pract

19



60.

61.

62.

63.

64.

20

relationships. New York: Freeman, 1984.
Chamberlin J. Citizenship rights and
psychiatric disability. Psychiatr Rehabil ]
1998;21:405-8.

Crocker J, Major B. Social stigma and
self-esteem: the self-protective proper-
ties of stigma. Psychol Rev 1989;96:608-
30.

Deegan PE. Spirit breaking: when the
helping professions hurt. Human
Psychol 1990;18:301-13.

Corrigan PW. Empowerment and seri-
ous mental illness: treatment partner-
ships and community opportunities.
Psychiatr Q, in press.

Corrigan PW, Watson AC. The paradox
of selfstigma and mental illness. Clin

Psychol Sci Pract, in press.

February 2002


adamil
Strategies for reducing stigma
toward persons with mental illness
COMMENTARIES
DAVID L. PENN,
SHANNON M. COUTURE
Department of Psychology, University of North
Carolina-Chapel Hill, Davie Hall, CB#3270, Chapel
Hill, NC 27599-3270, USA
Corrigan and Watson have written an
excellent overview on the impact of stigma
on the lives of persons with severe mental illness
(SMI). In this commentary, we would
like to expand on one aspect of that article,
namely strategies for reducing stigma
toward persons with SMI.
Corrigan and Watson have identified
three approaches for reducing stigma:
protest, education, and contact. Although
these approaches have promise, they are not
without weaknesses. A potential disadvantage
of using protest (i.e., telling the public
to stop believing negative views about mental
illness) is that it may actually increase,
rather than decrease stigma. In fact,
research has shown that instructing individuals
to ignore or suppress negative thoughts
and attitudes towards a particular group can
have paradoxical rebound effects; stigma
will be augmented rather than reduced (1).
To examine this issue with respect to psychiatric
stigma, we instructed participants to
either suppress or not to suppress their
stereotypes of persons with SMI and evaluated
the effects on stigma-related attitudes
and behaviors (2). The results showed that
suppression instructions did reduce negative
attitudes, but did not impact behavior
toward persons with SMI, and that the paradoxical
rebound effects did not occur. This
suggests that stereotype suppression may
have modest, although limited effects, on
psychiatric stigma.
There is evidence that individuals who possess
more information about mental illness
are less stigmatizing than individuals who are
misinformed about mental illness (3). This
suggests that providing individuals with factual
information about SMI, in particular
regarding dangerousness and SMI, would
reduce stigmatization. We have generally
found support for this hypothesis.
Information regarding the residential context
of persons with SMI (i.e., that they may live in
supervised housing) (4), and the relationship
between dangerousness and SMI (5), were
both associated with reduced stigmatization to
persons with SMI in general and to a hypothetical
individual with SMI. However, the
positive effects of factual information on psychiatric
stigma were attenuated when subjects
had to rate their reactions to actual persons
with SMI (6). Thus, factual information
regarding SMI may be more effective in
reducing stigma toward persons with SMI in
general, than toward specific individuals.
Finally, there is convincing evidence that
increased contact with persons with SMI is
associated with lower stigma (7). However,
there are a number of problems that plague
work in this area. First, many studies have
examined the effects of previous self-reported
contact on stigma, rather than how contact
changes stigma prospectively (7). In those
studies in which direct contact was measured,
the manipulation often took place in
the context of contrived laboratory situations
or as part of a course and/or training
program. Scant attention has been placed
on how direct interpersonal contact affects
stigma during ongoing naturalistic relationships.
Second, the mechanism(s) underlying
stigma reduction, as a function of contact,
are unknown. In other words, how does contact
reduce stigma? Two theories have been
proposed for this. According to the recategorization
theory (8), contact with an outgroup
member results in changes in outgroup
member classification, from ‘them’ to
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